.
THE considerable variations noted in the incidence of breast cancer in women from different countries or professing different religious faiths within one population group are probably due to a variety of causes, including endocrine, dietary and environmental. Such variations call for adequate investigations to elucidate the complex aetiology of the disease.
There is a wealth of information available today on the epidemiology of female breast cancer from the highly industrialized western countries, but little has been published so far in this connection from India.
Greater Bombay, being the industrial heart of India, has a multireligious population drawn in sizeable numbers from every State in the Union. (Jussawalla et al., 1968; Jussawalla and Jain, 1976) .
The Registry accepts only those cancer patients who are proved to be residents of Greater Bombay, that is who have resided in the metropolis for one or more years before the date of diagnosis.
The proportion of non-residents is not known among the total number of cancer patients in the city, but it is understood to be fairly high. However, these patients are not considered for analyses in males, 380% of females were aged between 0 and 14; 50% were in the 15-44 (childbearing) age group and only 12% were 45 and above.
RESULTS

Age incidence
The age distribution of 2130 breast cancer patients by religious communities, using 5-year age groups, is shown in Table I .
The variations in the crude rates presented bv the different religious groups is probably due to the bias created by the difference in the age distribution amongst the various communities. Unfortunately the population data, by age groups of the various religious communities, are not available from the Census Board, except for the Parsis and for the total population (all religions). Hence the age-specific and age-adjusted rates for the Parsis are only compared with the combined non-Parsis group (viz. Hindus, Muslims, Christians, Jains, Sikhs and others).
When the age-incidence of the Parsis and other religious communities are compared, certain differences are found (Table  II ). The age-specific incidence rates of the Parsis are generally higher than those observed for the other communities. At every age, and particularly after 35, the incidence rate in Parsis is 2 to 3 times higher than in the non-Parsis. The annual age-adjusted (World Population) incidence rate of breast cancer in the Parsis is 48-5, while that for women of other religious communities is only 18 2, giving an average of 19-9 per 100,000 for all the religious groups taken together. The average incidence in Parsis is thus 2-7 times higher than in the other Indian communities.
Age-incidence time trends Table III presents age-adjusted incidence by calendar year. The age-adjusted incidence at this site in the total population has remained steady, between 18 and 23 per 100,000. It appears that the incidence for the year 1964 (the first year of the Registry) was slightly higher, probably because of a spill-over of cases from the preceding years, which were registered for the first time in 1964.
The observed incidence by 10-year age groups (15-24, 25-34, 35-44, 45-54, 55-64 and 65 +) is seen to differ between different age groups. At the younger ages, the rates generally do not show any change, whilst in the oldest group they present an irregular trend.
In the Parsis, the observed annual adjusted incidence varies between and 71*2, giving an average of 48.5 per 100,000. In women from the other communities the observed incidence rates remain between 15-8 and 21-5, giving an average of 18-2 per 100,000. The average annual changes in incidence rates were not statistically significant, either in the Parsis or in the other communities.
Comparison of breast cancer incidence rates in selected countries Age-adjusted incidence rates for cancer of the breast at 19-9 per 100,000 for the total population, are thus quite low in Greater Bombay and close to the rates reported (UICC, 1970) from Puerto Rico (20 9) and Yugoslavia-Slovenia (22 8). Populations in South Africa, Bantu (13-6); Japan, Miyagi Prefecture (11 -0) and Israel, non-Jews (8.1) present even lower rates than in Greater Bombay. On the other hand, populations in Hawaii, Caucasians (62.9) and U.S.A.-Connecticut (62.3) present 3 times higher rates than Bombay's, except for the Parsi women (48.5) who seem to experience a high incidence of the disease, close to the rate presented by Swedish women (48.6).
lJortality
Registration of deaths in India is generally unsatisfactory, but the position is comparatively better in cities and specifically in the large metropolitan centres of Bombay, Calcutta and Madras, because of reasonably good availability of medical facilities and strict enforcement of rules relating to death registration. In Bombay, in fact, a death registration system has been in operation continuously since 1848. Specifically since 1960, the registration of deaths is quite satisfactory, being complete and reliable. (In Bombay, the doctor/population ratio is approximately 1/750, while for the rest of the country it is 1/5000). Table II also compares the age-specific morbidity and mortality rates for cancer of the female breast in the total population. To minimize year-to-year variations, these figures have been computed by combining all cases from 1964 to 1972. Both morbidity and mortality data show an increase in incidence rates with age. During the 9-year period, the average annual ageadjusted incidence rate was 19-9, while the mortality remained at 9-2 per 1.00,000. Thus the case fatality rate from breast cancer is estimated to be 46.2%, which shows that the disease has a high fatality rate in women residents of Greater Bombay.
COMMENTS
The quality of data in the present publication can be considered satisfactory, as it is derived from sources of known reliability. We do not feel that the results of this investigation could have arisen from any change in the quality of the data or from incomplete registration. In fact, as Greater Bombay is the industrial heart of India, it has reasonably good medical facilities available for the diagnosis and treatment of cancer, which is centralized to a certain extent in the city.
It is therefore unlikely that the observed low incidence, age for age, in the nonParsis as compared with the Parsi group could have arisen from any bias.
